**Nielson MB, Saftoiu A Elastography -- true or false? *Ultraschall in Med* 2011; 32: 5--7**

This editorial presents in two concise pages the current use of ultrasound methods for estimating tissue elasticity or stiffness in liver fibrosis and for the differential diagnosis between benign and malignant focal lesions in the breast, pancreas, prostrate and thyroid.

Elastography is now a hot topic for presentations at Congresses and at EUROSON 2010. One in six abstracts dealt with one or other of the new techniques including transient elastography (TE), real time sonoelastography, acoustic radiation force impulse (ARFI) and supersonic shear imaging.

Michael Bachmann‐Neilson, a distinguished Danish radiologist and old friend of ASUM, is one of the authors of this piece. They conclude that recent large studies have shown the potential clinical use of elastography. But, due to the different methodologies and technical variations, future prospective multicentre trials are needed to clarify the role of elasticity imaging. So watch this space and prepare for more acronyms.

**Mangann EF, Sandlin AT, Ounpraseuth ST Oligohydramnios *J Ultrasound Med* 2011; 30: 1573-- 85**

This is a splendid review article on amniotic fluid and its patho‐physiology. I recommend it to all who do obstetric ultrasound.

For the obstetricians, the last sentence is worth quoting in full: ?On the basis of studies referenced in this review, the use of the AFI compared to the single deepest pocket for estimation of the AFV results in over diagnosis of oligohydramnios, leading to unnecessary interventions (e.g. labor inductions), which often contribute to increased morbidity and mortality without any improvement in perinatal outcomes."

**Shipp T, Nguyen H, Bromley B, Lyons J, Benacerraf B Importance of renal abnormalities first identified in the third trimester after normal findings on a detailed second trimester structural fetal survey *Ultrasound Med* 2011; 30: 1567--72**

The purpose of this study from Boston was to evaluate the importance of fetal kidney anomalies first seen in the third trimester after a normal fetal morphology scan in the second trimester.

Of 4170 patients who fitted the criteria, a new renal abnormality was found in 77 (1.8%). Detailed postnatal scanning was available in 47 of these of which 44 had prenatal hydronephrosis.

Of the 44, 9 had reflux, 14 had a normal scan or their hydronephrosis had resolved postnatally. There were 13 with hydronephrosis, three with uterovesical junction obstruction and five with uteropelvic junction obstruction. Of the remaining five fetuses with non hydronephrotic anomalies, there were three pelvic kidneys and two with unilateral renal agenesis.

So we can conclude that about a third of hydronephrosis seen after a normal morphology scan will resolve after birth. Of those with persistent hydronephrosis, a third will have reflux that was not detected previously.

Finally, the authors suggest that postnatal evaluation should be considered in all fetuses first found to have fetal renal pelvic dilatation of at least 5 mm in the third trimester.

**Hata T, Tanaka H, Noguchi J Transvaginal 3D Power Doppler ultrasound evaluation of the fetal brain at 10--13 weeks gestation *Ultrasound in Med & Bio1* 2012; 38 (3): 396--401**

This caught my eye as I thought these Japanese writers had much intestinal fortitude subjecting 36 normal fetuses to transvaginal 3D power Doppler study in the first trimester even in the pursuant of knowledge.

They found that the method is a good way of measuring fetal brain volume in the late first trimester. They maintain that 3D power Doppler ultrasound histogram onalysis may provide new information on the assessment of fetal brain perfusion. Bear in mind the ISUOG statement on the use of Doppler ultrasound at 11--13^+6^ weeks (Salveson, *et al,* USOG 2011a; 37: 628). The displayed T1 should be ≤1.0 and exposure time should be kept as short as possible (usually no longer than 5 to 10 min) and should not exceed 60 mins.

The T1 in this study was \<1.0 and examination time was 5 minutes but they wisely state that this form of evaluation should only be used as an investigation tool.

**Lee AJ, Bethune M, Hisock RJ Placental thickness in the second trimester: a pilot study to determine the normal range *J Ultrasound Med* 2012 31: 213--18**

Placental thickness should be nice and easy to measure so surely it has all been done? Surprisingly, very little is known about the normal placental thickness in the second trimester, so this Melbourne group set out to remedy that lack of recent information. Their careful pilot study involved 114 consecutive patients with singleton pregnancies presenting for a routine 18 to 22 week 6 days morphology scan. Their results showed that the position of the placenta is important. Anterior placentas are 6--7 mm thinner than posterior ones. Why? No oye knows. They postulate that polyhydramnios may have a compressive effect. Their study also corroborated older data that a placental thickness greater than 4 cm is abnormal.

The authors feel there is a role for a larger study to follow pregnancies outside the 90th percentile range and correlate the findings with outcomes.
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